Minitracheostomy is a valuable technique in patients with sputum retention. However, insertion 0/ a minitracheostomy tube over a dilator passed through an incision through the cricothyroid membrane (the suggested method o/insertion o/the 'Mini-trach II', [Portex]), can prove difficult. A Seldinger method is described which results in easier and more reliable placement in difficult cases.
Minitracheostomy has proved to be a useful addition to the respiratory management of patients with sputum retention in intensive care. I While the insertion technique as described by Matthews and Hopkinson 2 proves simple in the majority of patients, difficulty may be encountered; (a) in finding the track with the blunt introducing stylet after incision with the guarded scalpel, and (b) with protracted coughing stimulated by bleeding into the trachea when insertion of the device and subsequent suctioning is not accomplished rapidly. The combination of failure of placement due to inability to locate the incision in the crico-thyroid membrane and bleeding into the trachea may necessitate urgent endotracheal intubation for suctioning of blood.
These complications are more likely when insertion is difficult for anatomical reasons the neck) and in those patients with marked tracheal tug.
Continuing bleeding following midline incision of the neck for minitracheostomy insertion, using the guarded scalpel, which required surgical intervention has been reported. 3 A Seldinger dilation technique avoids the possible difficulty in locating the track made by the scalpel blade, allows the operator to limit the scalpel incision to the skin and subcutaneous tissue and ensures expeditious intra-tracheal placement of a snugly fitting tube which tamponades any skin bleeders.
The introduction of full-sized, cuffed, tracheostomy tubes using a Seldinger technique has previously been described and is reported to be a simple and safe technique. 4 We describe a Seldinger technique for insertion of a minitracheostomy tube which has proved very simple and successful in clinical practice.
TECHNIQUE
The patient is positioned with the neck extended and the head straight. The position of the cricothyroid membrane is located by palpation and the area is cleaned with antiseptic solution. Local anaesthetic is infiltrated into the skin in the midline over the level of the cricothyroid membrane. The addition of adrenaline to the local anaesthetic solution may minimise subsequent bleeding. Injection oflocal anaesthetic solution through the cricothyroid membrane into the tracheal lumen minimises subsequent coughing when the guide wire is passed into the trachea.
The trachea is then easily located by a 16-gauge needle passed through the cricothyroid membrane. Correct placement can be confirmed by aspiration of air into an attached syringe containing a little saline. This needle is angled caudally and a guide wire is passed. Passage of the guide wire into the trachea generally elicits little coughing. The needle is withdrawn leaving the guide wIre in situ.
Where patient co-operation is poor introduction of a 16-gauge intravenous cannula into the trachea may be preferable to the use of the needle. When the intravenous cannula is used its introducing needle can be withdrawn rapidly after placement leaving the plastic cannula in situ through which the guide wire can be passed. The plastic cannula is less likely to cause tracheal damage in the event of movement or brisk coughing than is a needle. After incision of the skin and puncture of the subcutaneous tissues with the scalpel blade in proximity to the guide wire the minitracheostomy tube loaded over a dilator is easily and rapidly passed into the trachea with firm pressure.
U sing this method the tracheal lumen can be located with minimal trauma and the guide wire ensures that the track is not lost. While some bleeding into the trachea still occurs the mini tracheostomy tube can be rapidly and reliably passed into the trachea avoiding the difficulty resulting from intratracheal bleeding and delayed placement previously experienced.
We have found this Seldinger technique a significant improvement over the originally described method. 2 The equipment required for mini tracheostomy insertion described above has recently become available as a kit (Figure 1 ). This kit includes a 16-gauge needle, guide wire, disposable scalpel, dilator and flanged minitracheostomy tube (No. C-CMT-100 [Cook]).
